Dr. KELSON said that in 1908 he showed a case which was practically the counterpart of this. The patient was a man, aged 30. The condition did not exactly coincide with leontiasis, nor with the cases described as occurring on the Ivory Coast, in which the swellings occurred on either side of the nose.
Dr. KELSON said that in 1908 he showed a case which was practically the counterpart of this. The patient was a man, aged 30. The condition did not exactly coincide with leontiasis, nor with the cases described as occurring on the Ivory Coast, in which the swellings occurred on either side of the nose.
His patient came complaining of nasal obstruction, but there was no pain; he proceeded to cure his nasal obstruction, and, after turning back the mucous membrane, took a chisel to remove the bone; it was, however, of egg-shell consistency, and the operation was unexpectedly easy. The wound healed up readily and the patient was out of the hospital in a few days. There was no history of syphilis.
Dr. LIEVEN drew attention to the fact that there was a relation between local injuries and the production of a gumma (irritation and syphilis). He mentioned a case, quoted in French literature, in which, as a result of a blow on the nose by a latch-key during a fight, a gumma developed at the site of the injury. He thought this to be a case of syphilis, especially as the Wassermann reaction was positive.
Mr. EDWARD D. DAVIS, in reply, said he would give the patient iodide and mercury for a few months. If the Wassermann reaction then proved negative and the patient improved, it might be assumed that syphilis had caused the condition. A very good specimen of similar character existed in the Museum of the College of Surgeons, but the one at St. Thomas's mentioned by Dr. Horne was more pronounced. In the skiagrams the skull-bones were found to be abnormally thick, especially the parietal and frontal. After careful inquiry into the nature of the injury he believed it had nothing to do with the man's condition, as the lower jaw was not injured. In all the cases reported in English syphilis was denied, with the exception of one, which was reported by Sir Anthony Bowlby, who considered that there was a suspicion of syphilis. He referred members to an article by Sir Victor Horsley in the Practitioner for 1895. Sir Victor operated upon five of these cases, and the growths were considered to be inflammatory. There was a thickened periosteum, and Sir Victor said that the new bone was osteoplastic and osteoclastic.
Tuberculosis of the Retropharyngeal Lymphatic Glands.
By DAN MCKENZIE, M.D.
Case I.-A little girl, aged 6, came to hospital on June 22, 1910. On exaimination a soft, fluctuating swelling was discovered in the posterior pharyngeal wall to the left of the middle line. Some hard, enlarged glands could be felt in the carotid region. The patient was also suffering from adenoids. Under chloroform the retropharyngeal swelling was incised and about I oz. of pus evacuated. In October, 1910, the adenoids were removed. In December, 1910, the swelling in the posterior pharyngeal wall reappeared. At first this swelling was firm and fleshy and seemed to be solid, but when the patient was aniesthetized fluctuation could be made out. The abscess was freely opened on May 8, 1911, and its walls thoroughly curetted. Healing followed in about a fortnight. There is a history of tuberculosis both on the maternal and on the paternal side of the family. Both the von Pirquet and the tuberculin injection tests gave a marked reaction.
Case I1.-Also a little girl, aged 5. After an attack of scarlet fever (with otorrhcea, which dried up in four months) the mother noticed a swelling in the child's neck in April, 1911. On examination the swelling was found to. be a chronic retropharyngeal abscess, which was pointing in the neck behind the right sternomastoid. In June the abscess was opened at this place and we found it easy to pass the finger up into the retropharyngeal subaponeurotic space. After evacuation the walls were lightly curetted, iodoforn glycerine was injected, and the wound was sutured. Healing ensued.
In both cases careful search, both before and at the operation, failed to reveal any signs of spinal caries, and the probability that the disease originated in retropharyngeal lymphatic adenoid tissue is overwhelming. I understand that a suggestion has been made that cases like the second, with an abscess passing behind the great vessels into the pre-vertebral space, not arising from spinal caries, may be due to the burrowing in two different directions of pus, &c., from broken-down tuberculous glands in and about the carotid region. But the first of these cases shows that tuberculous abscess of the retropharyngeal lymphatic gland tissue does occur, and, that being granted, the likelihood of an abscess from this source occasionally finding its way out into the neck cannot be denied, especially when it is remembered that abscess from oaries of the upper cervical spine points sometimes in the pharynx and sometimes behind the sternomastoid in the neck. Thus these cases may be regarded as illustrating two types of the same disease-namely, tuberculosis of the retropharyngeal lymphatic glands.
DISCUSSION.
Mr. CLAYTON Fox said these cases were interesting from the fact that generally only acute abscesses were found in connexion with Gillette's glands.
These structures were supposed to disappear at about the third or fourth year.
Possibly in these cases the glands were infected with tubercle before involution was complete. But it was conceivable that suppuration arose primarily in the latero-pharyngeal glands and that the pus burrowed through Charpy's lateral aponeurosis into the retropharyngeal space.
Dr. DAN MCKENZIE, in reply, said he thought the cases of interest because they formed the completion of a series of cases of tuberculosis affecting the pharynx, which had been shown before the Section during the last two years. FEMALE, aged 61. Two months' ago a. crust stuck in her left tonsil. She removed the crust with her finger. Since then her throat has been sore, causing discomfort when swallowing. There is a large smooth swelling in the situation of the left tonsil, occupying the entire cavity of the oro-pharynx and extending below to the level of the epiglottis. There is a deep cleft in the anterior surface, and its anterior inferior surface is ulcerated. A firm swelling can be felt externally in the neck. Opinions are invited as to the nature and treatment of the swelling.
Swelling in Region of

DISCUSSION.
Mr. HERBERT TILLEY said probably no one would like to give a very positive opinion about this case, because it was unlikely that any member had seen anything exactly like it before. One could not be sure it was not a primary syphilitic lesion. She said that two months ago a crust stuck in her left tonsil, but the tonsil might have been contaminated with the syphilitic poison by this means. There were enlarged glands in the neck. The question of syphilis should be investigated before any drastic operative procedure was adopted. If syphilis could be excluded, there was nothing for it but a major operation.
Dr. LIEVEN agreed with Mr. Tilley that this might be a case of primary syphilis of the tonsil. But as the clinical signs of tonsillar chancre were in a great many cases very indefinite, a point on which he had laid stress in his monograph on syphilis of the upper air passages, he could not give a definite diagnosis. SpirochaAtee should be looked for, although it was exceedingly difficult in such cases to demonstrate their presence. In early primaries the Wassermann reaction was invariably negative and therefore one should adopt
